By A. RALPH THOMPSON, Ch.M., F.R.C.S. THE object of this paper is to raise a discussion upon the advisability of suturing the bladder in certain cases of suprapubic cystotomy.
Without doubt, in the present state of our knowledge, no effort should be made to close the bladder after operations performed for certain conditions, particularly in those cases in which it is desirable to establish free drainage, either for bladder or kidney conditions. I have on record from my wards at Guy's Hospital or from private practice thirty-one cases in which the bladder and the abdominal wall were deliberately sutured after suprapubic cystotomy. In a few cases a gauze drain was inserted superficially; and in all such cases the gauze drain was not retained for more than two days, and in some cases only for twenty-four hours, but in the larger number of cases no superficial drainage was provided.
These cases of attempted primary union after operations upon the bladder or prostate by the suprapubic route may be arranged under seven heads, according to the nature of the condition which gave rise to the operation.
These beads are as follows: (I) Adenoma of prostate: (II) malignant disease of prostate; (III) adenoma of prostate accompanied by the presence of vesical calculi; (IV) growth of the bladder; (V) vesical calculi; (VI) retrograde catheterization; (VII) exploration of bladder (see Table, Suprapubic prostatectomy was performed in all these cases. The average age of the patients was 64, varying downwards from 85 to 54. The average stay in the hospital after operation was twenty-nine days.
[I have chosen ten cases of suprapubic cystotomy from my records in which the bladder was not sewn up, but allowed to heal of itself. I find the average stay after operation was in these cases forty-five days.] Of these cases, fourteen in number, one male, aged 63, died of uraemia after operation. I ought not to have closed the bladder, and in fact I cut the stitches within six hours of the operation and placed a tube in the bladder. The patient, however, died on the fourth day after operation. Three cases had a leakage of urine through the wound for a very short time; two of these recovered perfectly, and in one the wound broke down slightly, necessitating readmission to the hospital for ten days, during which time the patient got quite well and is now in very good condition. When the term " leakage " is used it is meant only that the dressings were very slightly damp. (II) MALIGNANT DISEASE OF PROSTATE. The only case I have to offer of this condition is an important one. B. L., aged 69, suprapubic cystotomy performed on June 24, 1919. The prostate was found at the operation to be malignant. This opinion was confirmed by Dr. G. W. Nicholson, who found it to be carcinomatous. As I was fortunate enough to get the growth out cleanly and as no obvious disease was left bebind-I decided to close the bladder. A little leakage occurred, but only a very little, and the patient was discharged with the wound healed soundly on July 12, 1919, or eighteen days after the operation. He died in June, 1922, three years after operation, with secondary deposits. Between operation and death he never had any local recurrence and lived a happy life free from pain and urinary trouble. Of these three cases two, aged 65 and 60 years respectively, did perfectly well and lived some years after the operation with no recurrence of local symptoms or disease of the urinary tract. One patient, aged 69, however, died shortly after the operation from htemorrhage and shock, chiefly associated with the prostatectomy. Doubtless the attempt at primary union was wrong, and its occurrence prevented the officers on duty at the hospital from doing what they might otherwise have done in the way of controlling the haemorrhage.
The main calculus removed from this patient was a very "spiky" one.
(IV) GROWTH OF THE BLADDER. I do not include under this heading any case of such a malignant condition as a true carcinoma or sarcoma, but I do include not only simple papillomata but also those papillomata, which, clinically, tend to spread or multiply, and, pathologically, are found to be infiltrating.
I have records of ten such cases, the average age of whom was 44k, varying from 69 downwards to 19-four females are included under this heading. The average stay in hospital after operation was twenty-two and a half days, just half the average time. Five cases healed perfectly; four of the patients are now well, and one patient has a slight papillomatous fringe at the neck of the urethra; and this condition is manifestly improving with diathermy. In three cases there was a trifling amount of leaking for one or two days, but healing was otherwise perfect and the patients have done well since the operation. In two cases the patients died. Of these two cases, one of the deaths, that of a man aged 56, took place one week after operation from bronchitis following a cold spell of weather in February, 1916. Post mortem: bladder and wound perfectly healthy. The other death was, I have no doubt, due to the suturing of the bladder. The patient was a woman, aged 38, who was under the care of my colleague, Mr. R. Davies Colley, in Guy's Hospital. I am indebted to him for permission to use the notes of the case.
She had passed a stone about the size of a nut some two years before admission. She continued to pass stones at frequent intervals, and in all passed about nine stones, which were white and brittle. She had had bladder irrigation. She was admitted with hmematuria on November 25, 1921. I examined her cystoscopically, and found, as I thought, a papilloma in the region of the left uretreic orifice of the bladder. I operated upon the bladder on December 16, 1921, and removed the growth-the bladder came easily into the wound, so I excised the mucous membrane round the growth. Two or three sutures were put through the mucous membrane and the edges brought together. I sutured the bladder and abdominal wall. She appeared to do well, but on December 30 she suddenly became worse, and sank, and died on January 1, 1922.
Post rnortem.-Pyelitis in the right kidney. A small hole in the base of the bladder-cellulitis round the base. Pus tracking up to the left kidney, which was infected with septic changes.
(V) VESICAL CALCULI. I have only one case to record of this condition: Patient, aged 49, had had his right kidney removed for tubercle by Mr. C. H. Fagge, in 1918 , who, in addition to his own, was kindly doing my work at Guy's Hospital. This operation was quite successful. Patient in 1919 complained of pain in the bladder. The cystoscope revealed the presence of multiple calculi. I perfornied suprapubic cystotomy on March 6, 1919, and removed the calculi. I sewed up the wound as the patient was a nervous " jumpy " man, and I feared that, if the wound were left open, any tuberculous focus in the bladder, of which there was no naked-eye evidence, might become associated with sepsis. The wound healed well without leaking and patient was discharged on March 30, 1919, twenty-four days after the operation. He did remarkably well, but now has pyuria and hwematuria with no X-ray evidence of vesical calculus, and, I fear, tubercle of the remaining kidney.
(VI) RETROGRADE CATHETERIZATION. I have one case to record of this operation.
The patient, aged 30, had an impassable stricture of the urethra. I failed with internal urethrotomy and at once opened the bladder. I performed retrograde catheterization, and tied in a catheter and sutured the bladder and abdominal wall. Patient's recovery was complete, and he was discharged twelve days after operation and has done well since the operation.
(VII) EXPLORATION OF THE BLADDER.
Patient in this one case was a male, aged 65, in whom I suspected enlarged prostate. I cut down and found nothing to warrant remiloval. The wound was sewn up and a catheter inserted. I cystoscoped himi onthe fourteenth day and found the edges of mucosa in the bladder separated fromn each other by a yellow coloured slough. The wound, which had been ilmedian, longitudinal an-d straight in the distended bladder was, in the bladder when holding 6 oz. of fluid, curved forwards, downwards and to the right. The patient was discharged apparently well on the sixteenth day after operation.
In one week's timue, he returned under my care with a small fistula in the suprapubic region which healed up in ten days, with suitable catheterization. I traced him for a few months and he did well. I think his medical attendant would have reported to me, if anything untoward had happened.
The cases of attempted primary union, after suprapubic cystotomy has been performed for various reasons, have now been dealt with in detail. The deductions to be drawn from these records may now be discussed. The method of operating and the treatment after operation will be considered later.
In the cases previously cited it may be stated at once that the stay in my beds at Guy's Hospital of primary union cases is much shorter after operation than that of cases left to heal up by themselves. I have suggested forty-five days as the average stay of cases of open operation. Primary suture after prostatectomy reduces the stay to twenty-nine days. Primary suture after removal of a growth reduces the average stay to twenty-two and a half days, or exactly half the open operation average. As in these cases of primary union the amount of dressing used is very small compared with that of the open wounds, the advantages accruing to the finances of a hospital are sufficiently obvious.
There is not a single case on record in my notes of a fistula persisting more than ten days, and that only in two cases.
There is only one case of bronchial complications. That indeed was a fatal case, but I have given reason for supposing that the bronchitis was not due to the primary suture. I have frequently heard patients complain that either they are afraid or they are unable to cough with the open wound.
With the closed wound I have not had any complaints of this difficulty. The ability to cough up phlegm is of inestimable service to an old man.
The wound has never really caused me any anxiety as regards local sepsis. There has never been undue tension upon the suture or any cutaneous septic lesion. In fact, there can be very little doubt that the patients have benefited greatly by the primary union operation.
There is one case of slight recurrence of a growth of the bladder at its neck, but surely this is much better than a spread of the growth to the apex of the bladder and into the surrounding abdominal wall: I have seen this five times in cases admitted into Guy's Hospital, having been operated upon previously in other hospitals. Surely the wound in such cases, if complete removal can be reasonably ensured, should be sewn up.
I have given an account of the advantages of primary union after bladder operations. The rules for not attempting primary union are, in my opinion, the following:
(1) Any wound of the base of the bladder, apart from that involved in prostatectomy, may lead, even when sutured, to a cellulitis of the base of the bladder and I shall be very cautious in future about sewing up a bladder when the base has been involved in the operation, apart from the prostatic region.
(2) I should not advise suture of the bladder in cases of enlarged prostate associated with the presence of a rough or sharp pointed calculus. I have four specimens of these " spiky " calculi coming under Class III and, I take it, they are, therefore, not uncommonly associated with enlarged prostate.
(3) If I did not think that the patient's pulse was good enough to warrant my saying that there would be no reactionary haemorrhage within twelve hours of the operation, I would not recommend suture.
(4) If I did not think that the bladder was left in a nice post-operative state-e.g., absence of haemorrhage, with a smooth, clean and contracting cavity after prostatectomy, I would not recommend suture of the bladder. With advanced cystitis and uraemic symptoms, it need hardly be said I should not recommend suture of the bladder.
As regards malignant disease, with the reservation that my first rule must be kept in mind, I think the case I have related of B. L., aged 69 (p. 48), shows that after removal of a malignant prostate by means of suprapubic cystotomy, the question of primary union should be very seriously considered.
SUPRAPUBIC OPERATION.
The steps of the suprapubic operation may now be considered very briefly, The patient is prepared in the usual way, and an incision is made through the abdominal wall in the usual suprapubic position. The cave of Retzius is exposed and the peritoneum retracted from the front and sides of the bladder. The edges of the wound are very carefully packed round with gauze in the undermined part lying superficial to the bladder. This packing is done as carefully as possible. A transverse incision is made in the bladder wall and the fluid evacuated. If it is thought that the intravesical condition demands complete exposure of the bladder cavity the sides and upper and back part of the bladder are gently dissected free with a finger or a blunt instrument, or with an occasional touch of the knife, but care is taken not to tear the tissues. The space then exposed is thoroughly packed with gauze.
After the bladder incision is made, if it be a large prostate which is to be operated upon, this is removed in the usual way, and hiemorrhage stopped by massage of the cavity and the application of hot liquor hamamelidis at 115°F. It is surprising how far the prostatic region may be brought up into the wound.
During the actual enucleation of the prostate the patient is under deep chloroform anesthesia. I have been greatly assisted in this respect by Mr. Eric Scott and Mr. A. D. Marston, and we find that under these circumstances there is much less shock to the patient during enucleation than when other methods of anaesthetization are adopted. After all heemorrhage has ceased, care being taken that the pulse is of sufficient volume to indicate a reasonable blood-pressure, the wound in the bladder is sutured with catgut sutures, five or six in number, applied Lembert-wise to the wall of the bladder, care being taken to avoid the mucous membrane. The sutures are tied off and cut close; if necessary, reinforcing Lembert sutures are applied.
Great care is taken to ensure that there is no deficiency in the union of the bladder wall. The bladder is dropped back into place, the gauze packing is removed, and it is surprising how the peritoneum follows it and completely covers the site of incision in the bladder-wall. Catgut sutures are then applied to the rectal sheath, which lies in front of the rectus muscle. The suturing of the rectus muscle itself is avoided as far as possible. Salmongut sutures are used for sewing up the skin. A catheter is passed and retained for twenty-four hours. My former house-surgeon, Mr. D. J. P. O'Meara, who took a great deal of trouble over my cases, found that patients, both male and female, pass their urine more frequently than might be expected when it is removed.
One or two questions occur to me with regard to particular points in the steps of the operation, the main details of which have just been given.
First, as regards distension of the bladder preliminary to operation. It is very important in order to ensure primary union in suprapubic wounds to avoid shock, which, occurring just after the operation, occurs at that particular time when the wound is most suceptible to infection. At one time I used to distend the bladder with air, preliminary to operation, in order to avoid contamination of the tissues around the bladder by fluid escaping from it after incision. But my house-surgeons did not like this plan, and certainly there seems, for some reason, to be more shock caused to the patient by distension with air than with warm fluid. I have ceased to inject air, and seek to avoid contamination of the perivesical tissue, when the fluid is evacuated, by careful packing with gauze.
It would be interesting to know if otbers have had similar experience with air distension of the bladder.
Secondly, the question arises as regards the direction of the incision in the bladder.
My reasons for adopting the transverse incision in suprapubic cystotomy are as follows:
(1) There is less likelihood of the peritoneum being damaged by a transverse incision than by a longitudinal incision, especially if it becomes necessary to prolong the incision. Even with a bladder which is very much distended with fluid I believe that the peritoneum is constantly to be seen and avoided.
(2) In my experience, there is less bleeding from the bladder-wall after a transverse incision than after a longitudinal incision-the large perivesical veins being cut right across rather than notched, as they may be with a longitudinal incision.
(3) Complete and satisfactory suture of the bladder wound is more easily secured after a transverse than after a longitudinal incision. I find it a difficult and rather lengthy proceeding to suture the wall of the empty bladder in the lower part of a longitudinal wound-much more difficult than the suture of the ends of a transverse incision.
There are special points to be considered in connexion with an operation for intravesical growths which do not, I think, occur in connexion with the removal of an enlargement of the prostate gland.
Here I shall touch upon very debatable questions which I shall, nevertheless, venture to put forward. These questions centre round the use of a retractor in bladder surgery. I find that, in females practically always, and without much perivesical dissection, and, in males less frequently, and with more perivesical dissection, it is possible to bring the base of the bladder into the wound and remove growths which are situated in the base of the bladder. I avoid the use of a retractor as far as possible. First, because I feel that its unwise and careless use may damage the bladder-wall in the region of the incision. Secondly, because a retractor commits one to a deep and possibly therefore a lengthy operation. I like the growth to come to me rather than that I should go to meet the growth in the depths of a bladder rendered deeper by the retractor.
My plan is this, that instead of using a retractor, I place curved Lane's or Moynihan's forceps upon the edges of the wound. These are applied round the wound as symmetrically as possible, six to eight in number, and traction is made upon them as a whole, and not upon one or two. If traction is thus applied to the edges of the wound it is, at any rate to me, surprising that there is no tearing of the edges of the wound. Care, however, must be taken that undue shock is not caused by this traction upon the bladder.
I consider, also, that in those cases, in which a surgeon, especially at a teaching hospital, can bring a growth up into the wound, he is much more likely to remove the growth entire, and for the better instruction of students, than if he is operating at the bottom of a deep and obscure cavity.
An advantage of primary union after an operation for vesical growth is that there is, I think, less tendency for it to spread either locally or into the bladderwall along the urachus and post-part of the rectal sheath. If it does recur it remains in the bladder and is separated from the abdominal wall by healthy tissue.
Summary of the reasons for suprapubic cystotomy wounds being sewn up may now be given.
REASONS FOR PRIMARY UNION.
(1) The comfort of the patient.
(2) The decreased trouble of after-treatment of the case, and diminished amount of dressings.
(3) The shorter convalescence.
(4) The greater strength of the wound resulting from the operation.
(5) The better restoration of the normal anatomy of the parts after operation; including particularly that of the peritoneum, and the better post-operative functionating power of the bladder muscle.
(6) The prevention of late complications, which may be associated with an open suprapubic wound.
(7) Last, but not least, the greater care which would be exercised in a suprapubic operation by an operator who proposed to suture the bladder after the operation.
